overwhelmingly believe that financial incentives should be given for high quality care, fewer than one-third think that current performance measures are accurate, and only slightly more feel that those responsible for designing quality measures will work to ensure their accuracy. 6 It is understandable that in the era of evidence-based medicine, physicians expect rigorous statistical methods and approaches for performance measurement that are reproducible and robust. Thus, failure to design methodologically rigorous performance measurement programs may limit physician buy-in and hinder quality improvement. Despite similarities in the dimensions of care being measured, the methodologies employed to assess performance can vary significantly, thereby producing inconsistent results 3, 4 and creating concern among stakeholders. In order to fully engage physicians and to achieve the intended aim of improving quality, it is imperative that these performance measurement initiatives utilize valid and transparent methods. Imprecise measurement may lead to unintended consequences, including erroneously identifying physicians as poor performers, physician avoidance of seriously ill patients that may negatively impact ratings, and consumer choice based on flawed data. 2 Therefore, it is reasonable for stakeholders to expect accurate and robust measures of performance.
In this issue of the Journal of General Internal Medicine, Landon et al. address a critical first step in accurate performance measurement-appropriate attribution of patients to the providers responsible for their care. 7 The authors note that, although frequently cited as a shortcoming of current performance measurement efforts, little empiric evidence exists to support the assertion that faulty attribution of patients can lead to differences in quality. Landon and colleagues convincingly demonstrate that apparent discrepancies in quality may instead reflect variations in methods for attributing patients to providers. Using administrative data, the authors employed three different sampling strategies ranging from most inclusive (one visit over a 3-year time period) to least inclusive (one visit during the study year and at least one visit during the prior 2 years) to determine eligible patients for cancer screening at nine community health centers. Cancer screening rates were then varied across groups, with the highest screening rate assigned to patients identified using the most stringent methods, thus demonstrating some evidence of continuity, and the lowest rates assigned to patients identified using the least stringent methods and therefore having the lowest levels of continuity of care. They found that choice of sampling strategy can significantly alter the distribution of eligible patients at community health centers, thereby resulting in wide variations in overall performance at some facilities, particularly those with less stable patient populations. These findings provide compelling evidence to support the importance of defining the appropriate denominator to ensure accurate quality assessment. What can we generalize from this work to ongoing provider profiling and performance measurement work? Because the alternate methods used to attribute patients to providers inherently reflect varying levels of continuity, the influence on type of measure being assessed, process or outcome, will likely differ as well. For example, process measures, such as ordering a test (e.g., hemoglobin A1c level), could be easily achieved with a single encounter. Conversely, outcome measures (e.g., blood pressure control) may require multiple visits involving several medication adjustments and counseling regarding lifestyle modifications to attain. [8] [9] [10] Thus, less stringent sampling methods may unfairly penalize providers who care for the most complex, chronically ill patients, highlighting the importance of correct patient attribution in this population. The authors focus on performance measurement for preventive care practices noting that, regardless of algorithm used to assign patients, large numbers of individuals were eligible for each of the screening tests at all facilities. However, if similar sampling strategies were applied to determine eligible patients for measures of chronic illness care, one would expect different results. Hofer and colleagues assessed the reliability of performance measures for diabetes, a highly prevalent chronic condition, and found that physicians would require more than 100 diabetic patients to accurately detect variation in care. Yet the vast majority of physicians had less than 60 eligible patients in their panels, limiting the ability to make valid comparisons and increasing the likelihood that performance will be disproportionately influenced by outliers. 11 To address this important problem, we are currently examining the use of methods developed to profile academic institutions to assess the performance of providers with smaller samples of chronically ill patients. 12 Nonetheless, even if these methods can be successfully implemented using fewer patients, this does not diminish the importance of accurately assigning patients to the providers responsible for their care, as demonstrated by Landon and colleagues. The work by Landon and colleagues adds to a growing list of issues that should be addressed to improve the science of performance measurement. [8] [9] [10] 13, 14 We have shown that diabetic patients with life-limiting chronic conditions are less likely to achieve hemoglobin A1c and low-density lipoprotein control despite more frequent monitoring. While intense glycemic and lipid control is likely to confer little benefit to this patient population, patients with these conditions are rarely excluded from performance assessments and focus on such measures diverts attention from other aspects of care that may be more pertinent to these patients. 13 Other issues that should be addressed include the types of patient-specific data necessary to create measures that more accurately reflect quality of care, benefit to patient, and patient preferences. Also, creation of composite measures of performance as well as measures reflecting episodes of care will be important advances. 15 Lastly, in addition to improving the science of performance measurement, it seems reasonable to expect that ideal performance measures should inform health-care providers about how they can improve their care. While we have demonstrated the feasibility of collecting measures that incorporate such actionable information within the VA health-care system, 8 widespread implementation may need to await more sophisticated medical record systems in non-VA health-care settings. Although performance measurement and its uses continue to progress, there is little doubt that such initiatives will become even more ubiquitous as we embark on efforts to reform our current health-care system. We need more work in this important and challenging area of health services research.
